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w 
SUBJECT: UPDATE ON THE STATUS OF DREW UNlVERSlTY AND THE AFFILIATION 

AGREEMENT 

In the past several months, your Board has approved several motions requesting additional 
information and analysis about the performance of Drew University and its fitness to meet 
expectations of the Medical School Operating Agreement (MSOA). These motions have 
requested: 

I) An analysis of the Drew University's Annual Report with specific recommendations. 
2) Detail on efforts to increase accountability measures. 

Analysis of Drew University's Annual Report on Graduate Medical Education and a yearend 
evaluation of performance under the MSOA 

The Department's quarterly analysis and annual review of the contract can be found in Appendix A. 
Drew University's Annual Report, and Accreditation Council of Graduate Medical Education 
(ACGME) Site Visit Corrective Action Work Plan can be found in Appendix B. 

Annual Re~ort Summarv Findinas 

1) The Annual Report, when combined with the ACGME Site Visit Corrective Action Work Plan, 
meets contract reporting requirements; it is complete and was received in advance of the 
required submission date of August 15. This year's Annual Report is substantially improved 
over the previous year's report which was incomplete, late and out of compliance with contract 
requirements. 
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2) Future Annual Reports should combine these documents into a single summary. 

The Annual Report taken alone is still written as historical narrative rather than a critical summary 
of training program specific and overall Graduate Medical Education (GME) performance. It is 
important to note that the current GME leadership started after the close of the academic year 
covered in this Annual Report and as a result, it is difficult for the staff to provide more than a 
historical narrative. When the Annual Report is combined with the ACGME Site Visit Corrective 
Action Work Plan, the appropriate level of problem identification, corrective action and tracking to 
resolution is evident. Since the change in University leadership, the Department has participated 
in regular GME leadership planning meetings with the University and KingIDrew Medical Center 
(KDMC) staff. The University and KDMC are working together to address the issues in the 
ACGME Site Visit Corrective Action Work Plan. 

Contract Monitorina Summarv Findinas 

1) Drew University's compliance with MSOA requirements improved over the three quarters 
covered in the first contract year of the current MSOA. 

2) At the beginning of this contract, the University did not have adequate fiscal, administrative or 
educational oversight in place, which led to multiple failures in meeting reporting requirements, 
and little evidence of appropriate reconciliation of academic and clinical hours. These 
weaknesses improved progressively over the three quarters. These improvements appear to 
be sustained and enhanced since July 1,2005 as a result of leadership changes made by the 
University. 

3) While substantial improvements have been made, there are still critical performance 
requirements in the contract, such as the creation of criteria for the award of faculty stipends 
that have yet to be developed and/or fully implemented. 

4) At your Board's direction, the Department added significant rigidity to the hourly monitoring 
and fiscal aspects of the MSOA. Specifically, the requirement that a forty hour academic unit 
(unit or work measurement in the MSOA) can be provided by only one individual, while 
conceptually appropriate as a fiscal restraint, has in reality been difficult to implement while not 
necessarily incentivizing the right outcome - appropriate academic work by the appropriate 
individual for the appropriate amount of time to meet ACGME requirements. The Department 
recommends amending the contract to allow hourly reimbursement within academic units. 

Efforts to Increase Accountability Measures 

The Department acknowledges that accountability is a two-way street and that KDMC has had its 
own problems with accountability. Since January, the Department has opened more than 660 
personnel cases (approaching twenty-five percent of the Work Force) resulting in more than 100 
dismissals, including a number of physicians. The Department has taken the following actions to 
increase accountability at KDMC: 

Reconstitution of KDMC's executive management staff, most notably the hiring of a new CEO, 
Ms. Antionette Smith-Epps. 
The hiring of a new permanent Director of Human Resources at KDMC, Mr. Phil Rocha, who 
started September 6, 2005. 
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Training was provided to all physician leaders at KDMC on core management skills in human 
resources. This training has been completed and additional training will be provided as 
necessary. 
Rewriting of physician services agreements to clarify how they are used and to formalize 
monitoring and accountability requirements. Medical Directors of all the facilities have 
received summary training on these contracts and all service chiefs in all the hospitals will be 
required to go through mandatory training. This training is scheduled to be completed in the 
next 45 days. 
Implementation of a more comprehensive Department level physician contract monitoring 
oversight program. 

The new leadership at Drew University has also made headway in increasing accountability. 
These efforts are significant given that they have only been place slightly more than two months. 
These efforts include: 

A thorough review of all the training programs and an initial blueprint for the future. 
Implementation of a thoughtful program to prepare for the ACGME site visit in December. 
A proposal to move all physicians to one-year contracts. The new Provost of the University 
took his position on a one-year contract as a way of leading by example. 
Meaningful efforts are underway to recruit a permanent Dean and some of the critical unfilled 
Department Chairs are close to being filled. 

While these efforts are critical first steps, not enough time has passed to assess the completeness 
of their implementation or the effectiveness of their outcomes. To date Drew has not 
demonstrated evidence of an adequate comprehensive physician evaluation process. A regular 
(usually annual) rigorous evaluation of all aspects of academic work is a w'tical part of every 
medical school's faculty assessment of suitability for academic promotion. Academic title and 
salary stipends are directly tied to these evaluations. The Department strongly supports the 
University's plan to move to oneyear contracts, but Drew has not yet reported how many 
physicians have been transitioned to such agreements. Finally, the University has yet to develop 
academic criteria for receiving stipends and then reconcile these criteria across the current array 
of stipends to ensure that individuals are compensated appropriately. 

The Department endorses the majority but not all of Drew University's recommendations about its 
residency programs (Appendix C). KDMC is not a tertiary care hospital and will not become one 
in the foreseeable future. KDMC does not have the appropriate patient volume or mix to 
meaningfully support residency training in a number of areas. The current breadth of training 
programs proposed by the University is still too broad to be supported by an academic community 
hospital. The Department acknowledges that some of these training programs may seem central 
to meeting Drew University's efforts to become a full four-year medical school. If this is the case it 
will be incumbent upon the University to develop strategic relationships with other hospitals that 
actually see large volumes of these patients. Both UCLA and USC have a wide variety of 
academic affiliations with local medical centers and Drew University needs to develop similar sorts 
of relationships to meet their educational mission. The Department would support bridge funding 
for a period of time for those programs that might be financially transitioned, in whole or in part, to 
other hospitals. The Department believes the following programs need to be revisited: 
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1) Pediatrics and Obstetrics and Gynecology -The lack of patient volume threatens the 
future of these programs. The Department has recommended to your Board the 
closure of inpatient pediatrics and all of obstetrics in an effort to stabilize the hospital 
prior to the Centers for Medicare and Medicaid Services (CMS) Full Conditions of 
Participation Survey. The Department has also recommended the expansion of 
outpatient pediatric services and the continuation of gynecology services. Whether or 
not your Board moves forward with these recommendations, Drew University must find 
permanent strategic partners for the inpatient components of these training programs if 
they are to sutvive. If your Board does implement the proposed refocusing of these 
services, the Department would still recommend supporting resident activities in 
outpatient pediatrics and full scope gynecology. 

2) At your Board's direction, the Department is actively exploring contracts with private 
physician groups to provide anesthesia, radiology, intensive care and emergency 
department services. Currently Drew University offers training programs in emergency 
medicine and anesthesia; the radiology program had its accreditation withdrawn last 
year. It is possible that a private medical group might be interested in running these 
clinical programs without the involvement of residents. 

3) Many of the surgical and medical subspecialties programs are extremely small with 
only a few residents or fellows. It may make sense for these programs to be merged or 
integrated with similar training programs at UCLA, USC, private hospitals or other 
County facilities. Some of the larger but relatively weak programs, such as Family 
Medicine, might also benefit from a merged or integrated relationship. 

4) The Orthopedics Program has faced significant ACGME accreditation challenges and 
its future needs to be reviewed. 

Summary 

Despite the challenges and unanswered questions that remain, the Department believes that Drew 
University continues to makes substantial and substantive progress. Based on efforts over the 
past two months, the University is working diligently to prepare for the ACGME site visit in January 
and that the new leadership is focused on appropriate structural reforms. 

Recommendations 

1) Plan on allowing KDMC to participate in the national residency match this winter. 
2) Direct County Counsel to work with the Department to amend the current MSOA to allow 

increased flexibility with appropriate monitoring for both clinical and academic work. 
3) If both the ACGME Institutional Review and CMS Full Conditions of Participation survey have 

positive outcomes, direct County Counsel and the Department to negotiate a one-year 
extension of the MSOA with Drew University. Any additional flexibility or change in structure 
would be based on the University's performance over the next year. To assess the 
University's progress the Department recommends: 

Continued monitoring of all elements of the MSOA for full compliance. 
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A written plan with monthly updates on the status of President, Dean and Department 
Chair Searches. 
Monthly updates on the ACGME Site Visit Corrective Action Work Plan. 
Within 60 days, development and joint approval of a standardized set of criteria for the 
award of faculty level stipends consistent with MSOA requirements. Completion of an 
analysis, reconciliation, and appropriate adjustments if necessary to the current stipend 
structure. 
Within 60 days, development of a written program to convert faculty to one-year 
contracts, with the development of the contracts to include criteria for annual evaluation 
and renewal. Evidence of implementation to include monthly updates by clinical 
department of the number and percent of faculty receiving stipends that have been 
converted to one-year contracts. 
Within 60 days, development of a formal academic evaluation process to assess 
suitability for retention of academic title and promotion. Provide evidence that all 
faculty have had a completed academic evaluation under the terms of this new 
program prior to the beginning of contract negotiations for the one-year extension. 
Within 60 days, development and implementation of appropriate Human Resources 
processes within the University to approve and track offsite work consistent with 
County and Drew University policies. 
By November 8, provide an update to the internal plans for specific residencies, 
pending the results of upcoming Residency Review Committee site visits and changes 
in the clinical program currently under consideration by your Board. This update 
should indude information about strategic partners and their financial contributions to 
specific residency programs. This update should specifically outline any mergers, 
integrations, downsizings or closures of training programs consistent with the hospital's 
clinical program, patient mix and volume patterns. 

Please contact me if you have any questions or concerns. 

Attachments 

c: Chief Administrative Officer 
County Counsel 
Executive Officer, Board of Supervisors 

Drew Sept 27& id.doc 
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SUBJECT: DREW UNIVERSITY'S ANNUAL REPORT ON 
GRADUATE MEDICAL EDUCAXlON 

Dear Tom: 

Yvonne Btathwaile Burke 
Second Dlsidd 

Don Knabe 
fourth District 

Michael D. Antonovich 
Fifth District 

This correspondence is written in response to the submission of the 2004-05 "Annual Report of the 
Graduate Medical Education Committee" and the 200506 'Graduate Medical Education Plan of 
Correction". Taken together the submission d both repuris was timely and the content compliant 
with the contract requirements. This represents a tremendous effort that is recognized and 
appreciated by this office. There are some opportunities for improvement in both reports and 
suggestions have been made for future reporting. 

The Annual Report on GME summarizes graduate medical education (GME) activities as 
administered by Drew University from July 4,2004 to June 30,2005 and meets the reporting 
requirements identified in section 8.2.4.2.5 "Annual Report" of the medical school Amliation 
Agreement between Drew University and Los Angeles County. 

The membership of the Drew University Board of Trustees changed significantly during the 
academic year and it is recognized that their work resulted in the appohtment of a new President, 
Interim Dean and Designated Institutional Officer (D10). Dr. Nancy Hanna appointed as Dl0 on 
July 1,2005 coordinated the timely submission of the Annual Report on GME to this office a month 
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later. The Annual Report, based on the information gathered by the previous GME administration, 
is comprehensive and provjdes an overview of the graduate medical educational activities for the 
academic year 2004-2005. It provides an overview of the accreditation status of the institution and 
all Drew and County (General Dentistry and Oral Maxillofacial Surgery) training programs as of 
June 30,2005. Identified are the institutional problems common to all training programs and the 
corrective action taken or proposed. The Annual Report identifies leadership changes in GME, 
provides a clear description of the role and responsibilities of the GMEC and summarizes faculty 
academic achievements. 

The Annual Report would be strengthened by the inclusion of an executive summary that 
comments on the educational goals achieved and identifies University management's focus and 
priorities for the 2005-06 academic year. 

2005-2006 "Graduate Medical Education Plan of Correction" 

In accordance with Section 2.6.1 of the Affiliation Agreement and for the purpose of determining 
the institution's readiness for achieving full accreditation prior to the ACGME Institutional Review 
scheduled for January 21306, The Department requested that the University submit a plan for 
correcting program and institutional deficiencies. Dr Hanna submitted the 2005-06 GME Plan of 
Correction that describes in detail the citations and concerns as presented by the Accreditation 
Council on Graduate Medical Education (ACGME) and the American Dental Association (ADA), 
and the results of corrective action taken by the University. The report identifies the month and 
year in which future corrective action is targeted for completion and identifies the department 
andlor manager accountable for monitoring the plan, Dr. Hanna also provided a separate tirneiine 
that summarizes the GME activities that must be completed in preparation for the Institutional 
Review. Both reports are comprehensive in their scope. 

DHS recognizes that the current leadership took control over GME just as the academic year 
reviewed in this report had ended. With this in mind, there are several areas that could be 
improved and these suggestions should be considered in future reports. Annual reports would 
benefit from an executive summary highlighting key accomplishments, challenges, and goals for 
the next year. Future reporting formats would also benefit from the integration of institutional and 
programspecific reviews to be accomplished by including elements of the Plan of Correction into 
the body of the Annual Report. 

The GME Plan of Correction would be improved by stating more clearly where the University has 
not formulated a specific plan. In same instances the University provided, as substitute for a plan 
of corrective action, a description of existing management practices, or a statement updating the 
existing problem. It appears that some matters reported as *correctedn by the University are still 
unresolved (e.g. resident information system implementation). The report would be enhanced, in 
some instances, by more specific target dates that match the described action plan. 

Overall, the Office of Graduate Medical Education is to be commended for compiling such an 
expansive report in so short a time. I recommend that regular updates of this report be submitted 
to this office, using the same reporting format, until the date of the ACGME inspection, Future 
reports should account for any discrepancies in the previous report. 
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If you have any questions or need additional information, please contact me. 

c: Thomas 1. Garthwaite, M.D. 
Roger Peeks, M.D. 
Ron Edelstein, M.D. 
Nancy Hanna, M.D. 
Lewis Lewis 

Drew Annual Reports 2005 



Contract Monitoring Executive Summary 
Fiscal Year 2004-05 

October 1,2004 through June 30,2005 
- - - 

Affiliation Agreement Between 
Los Angeles County KinglDrew Medical Center and 

C.R. Drew University - #75086 

Monitorlna Method 
Policy, financial and administrative practice compliance is evaluated on an ongoing basis and scored quarterly to assess 
the University's performance with contractual obligations and to promote accountability. After the final day of monitoring, 
the first day of the end of the contract quarter. the University is granted a 45-day grace period to comply with contact 
deliierables. The Office of Clinical Affairs and Affiliations systematically monitors information submitted by University 
staff and other accountable parties for timeliness. accuracy with qualification and completeness. As the grace period 
expires, the 'Contrad Monitoring Summary Report" is drafted for recommendation and validation. 
The Contrad Monitoring Summary Report is a standardized reading form, developed to ensure consistent information 
reporting. Each report contains the following reporting elements: 

Review date 
Contract provisions (Boilerplate, Addenda A and 8) 
Description of noncompliant area(s) 
Accountable Management 
Penalties, when applicable, for general noncompliance. 
Sanctions, and Contract Reductions 
Overall quarter percentage of compliance 

Performance Scoring 
The Depattment has developed an internal scoring tool to evaluate and benchmark performance against w n m d  
requirements. Based on quarterly monitoring outcome, an overall final score (percentage of compliance) is awarded. 97 
total points is the highest possible award. Penalty points for noncompliance are subtracted from the maximum point total 
as follows: 

Com~liance I Noncompliance (- points each occurrence) 

Maximum 
Points 

Awarded 

Boilerplate - 41 (+1 pt ea) 
Addendum 9- 8 (+2 pts ea) 
Addendum B- 8 (+2 pts ea) 
Sanctions - - 40 (+5 pts ea) 
(not levied) 97 

Boilerplate -1 Recurring breach -1 
Addendum A - -2 Recurring breach -2 
Addendum B - -2 Recurring breach -2 
Sanctions -5 
Contract Reduction- -5 
(Addendum A) 

The bar chart below depicts overall compliance percentages, by quarter, with an average 
compliance rate of 78% forfiscal year 2O04-05. 

Fiscal Year Review 
Areas of Noncompliance 
1st Contract Quarter 

Sanctions totaling $21.000.00 were imposed for the University's failure to provide required contract documentation in 
Addendum B sections: B.2.2-Educational Performance Indicators; B.3.4-Physician Staffing Levels and Compensation; 
and 0.4-Communication and Information Sharing. The University was also ated for noncompliance in two areas of 
boilerplate section 2.O-Responsibilies of the University and one area in boilerplate sedion 8.0-Joint Planning and 
Operations Committees. The sanctions were levied on May 1,2005, during the third contrad quarter. 

2nd Contract Quarter FY- 
O w n U  Camplirno by Qurmr 

From October, 2004 through February, 2005, the County reported variances in the N-07 

required number of academic and clinical purchased service hours (6,926.0). 
Clinical purchased services are as-needed services, therefore the University was * 
not cited for breach. The University was dted for failure to provide 176.0 hours of * 
academic purchased sewices (A.4-Academinc Purchased Services). 

A $1,000.00 sandion was levied in the third contrad quarter, for a first quarter 
reaming breach in Addendum 9: B.3.4Physiaan Staffing and Compensation. 

Two areas in boilerplate sedion 2.U-Responsibilities of the University, and section 
8.0-Joint Planning and Operations Committees were ated as breaches recurring 
from the first quarter. The final dtatim; Addendum 6, sedion 0.4-Communication 
and Information Sharing, was imposed due to the University's failure to provide 
ACGME-related correspondence. 
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3rd Contract Quarter 

The County conducted a comprehensive reconciliation of all billable hours for the time periods from October 1, 2004 
through February, 2005. The variance in purchased s e ~ c e  hours was reported by the County in March. 2005. Second 
quarter contract reductions (recoupments) totaling $935.531 .W ($300,000.00 levied on May 1,2005 and $635,531 .OO 
levied on June 1, 2005) were the result of University's failure to provide 6,926.0 hours of academic and clinical 
purchased services (Addendum A). Contract requirements related to these reductions are: A.Xliniml Purchased 
Services and, A.4-Academic Purchased Services. 

Citations resulted in boilerplate sections: 4.0-Joint Responsibilies and, 9.0-Reporting and Accountability. There was 
one recurring second quarter breach of Addendum 6: B.4-Communimtion and Information Sharing. The University 
failed to provide ACGME-related correspondence. 

Financial Re~or t  

The fiscal year 200605 operating budget was $9,028.114.00. During the third contract quarter, the University lost 11% 
($957.531.00) of its total fiscal year budget. This represents a 32% revenue loss forthe third contract quarter. 

County recoupments were levied as follows: 

General Recommendations 

1. Continued communication between the County and the University with evidence of 
collaborative efforts to correct deficiencies 

2. Continued focus on report and deliverable development with timely reporting mechanisms 
3. Improved data collection for reporting accuracy 
4. Continued attention to contract requirements 
5. Monthlyfiequent monitoring in all areas by accountable management to achieve/ 

maintain compliance 



Affiliation Agreement Between 
Los Angeles County KinglDrew Medical Center and 

C.R. Drew University - #I75086 

Section I. General Contract Provisions 
(Boilemlate) 

Percentage of noncompliance wl documented hours: 0 % 
Percentage of noncompliance w/ verified hours: 0 % 
Total hour variance Purchased Clinical Services: 0 Purchased Academic Services: 0 

Contract 
Section(s) - 

s. 1 ~ s h l j l ~ .  wilkk 

M. WJlocR 

2. Responsibilities of University 
b 3. Responsibilities of County 
0 4. Joint Responsibilities 
0 5. Purchased Services 
0, 6. Payment for Purchased Services 
a 8. Joint Planning & Ops Committees 

Reporting & Accountability 0 9. 

Description of Accountable 
noncompliant weals) Mgmt 

Section II. Addendum A_ Contracted Services: 

El A.2.1. Clinical Services 
A.2.2. Academic Services 

0 A.3. Purchased Clinical Services 
A.4. Purchased Academic Services 

Sanction amount: f 2I.UUU Date Levied IVQY 1.200.5 Percentage of monthly contract amount: 2.09 % 

2.6.1. and 2.6.3. 

8.2.4.2.5. 

Variance 

NO 
NO 

Description of compliance issues: 

. - 
see d c ~ c r i p t i ~ n ~  blow 

Annual Report dcscnprion b e b  

Accountable 
w m t  

R M l R  IPll 
R. B ~ ~ T I R  tau 
~ . p h c k r 1 ~ ~ 4 1 (  

R. P&IR. LUU 

Documented 
Hours 

I t 

YES 
, ,  ;,-\ \ 

I .  

j a 

Accountable 
Mgmt 

S. ftshkylhf. w a  

s.hhIcg 
M. WUloek s 

Section Ill. Addendum B Contracted Services: 

d 8.2. Academic Performance 
0, 8.3. Patient Care Performance Improvements a, 8.3.4. Physician Staffing and Compensation 
@ 8.4. Communication and Information Sharing 

2.6.1. A d i t a t i o n  of County & University Training Programs 
g g ! &  .(\* . . 
the Institution AND the "Pro-posed Probation" status for Ortho S u q e a  
Universitv failul to ~rovide rnonthlv v r m s s  mooris on efforts to correct O ~ O ~ Q ~ ~ O M N  Dropram stam 

Verified 
Hours 
YES 
ms 
YES 
XES 

2.6.3. Acudimic Administration & Supervision of County Training Programs 
0 GME o f i e  failed to ~rovide. bv vropmnr. ail current Countv Housestafland faciliries tlrrou~h which Couniv Wmscstaff rotate 

Description of 
non-compliant ama(s) 
B.2.2. descn'ption below 

8.3.4. description below 
B.4. dpscriptim b e h  

8.2.4.2.5. Annual Report 
Submitted repott was non-compliunt with contract requirements. Universi e f l  . 

B.2.2. Educational Pefirmance Indicators 
Failure to submit Surnmory Report oflnttrnai Reviews for Family Medicine (Il/I7/04) and Ort110 Surgery (1211 7104)- 
Sanction levied at $j &@O ($5.000 each occurrencd 

~anction 
Amount 
$10,000 

$1,000 
$10,000 

NIA 

I 
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B.3.4. Physician Shfing Levels. .. 
Failure to submit quarter& report at JPOC meeting regarding County Housestuflnumbers and approved ACGME positions. 
Sanction levied at % 1,0@ 

B.4. Communicalion and Information Sharing 
Failure to submit quarterly report at JPOC meeting listing ACGME correspondence; dates, signifimnt findings, citations, etc. 
Sanction levied at $10.000 

-- I Overall quarter corndianca percentage: *A (N=97) 

April 4,2005 
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Section 11. Addendum 4 Contracted Services: 
p u m e n ~  I Verified I Variance I Acmunbible ( 

Hours Hours Mamt 

DATE: MCY 16,2005 
Summary Report of Non-corn- $: 

Percentage of noncompliance wl documented hours: O h  

Percentage of noncompliance wl verified hours &% 

Section I. General Contract Provisions 
(Boilerplate) 

2. Responsibilities of University 
b 3. Responsibilities of County 
0 4. Joint Responsibilities 
0 5. Purchased Services 

6. Payment for Purchased Services 
8. Joint Planning & Ops Committees 

17 9. Reporting & Accountability 

Variance hours for P u r k e d  Se~icesfrorn Odober, 2004 through February, 2005. 
See Table I * 
Total hour variance Purchased Clinical Services: (6.7.5O.0,J Purchased Academic Services: (17ir.0, 

Contract reduction: $.WD.OU11.00 Date Deducted Alm I ,  ,71105 Percentage of monthly contract amount: 29.9 % 

Contract reduction: $63.%~31.011 Date Deducted Jlrrie I ,  2005 Percentage of monthly contract amount: 63.J % 

Accountable 
Mgmt 

S. A~hlqiM. WiUoEk 

M. WM 

Contract 
Section(s) 

2.6.1. and 2.6.3. 

8.2.4.2.5. 

Section Ill. Addendum B Contracted Services: 

Sanction amount: $ 1.000 Date Levied Jirnc 21.2ML5 Percentage of monthly contract amount: 0.10 % 

I 

Description of 
noneompliant area($) 
See descriptions bdow & pa: 2 

An&&part,m2 

B.2. Academic Performance 
Q B.3. Patient Care Performance Improvements 
93- B.3.4. Physician Staffing and Compensation 
@ 8.4. Communication and Information Sharing 

Description of compliance issues: 

Description of 
noncompliant area(s) 

2.6.1- AMeditation of C w  & University Training Programs 
Universi@ fnilad to proPidc wonkplans for ending "Prnbaft'01141y AcercditafiOn status for AnestYt~~~~ologV, F d y  Medicine, 
Ortho Surgery and the Institation. The Univemitv ~rovided no infonnafion in the 1st quarter. Conhnhnued_falu~ to ~mvide  
such infomation co&luttes a recummnp breach for this contract Quarter 

8.3.4. description on pg 2 
8.4. description onpg2 

Mgmt . Sanction 
Amount 1 NIA 

Accountable 

I 

J.000 S- Asklcp 
S.RPlilcpI~. WW , 
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2.6.3. Academic Administrahbn & Supervision of County Training Progmms 
GME ofice faiW to provide, by program, all wrrent County Howest@and f11cifities through which County Housestaflrotate. 
The GM E office pro vided no in/-ormathn in the 1st auarter: Continued fa& re to ~ m v r  'de such infomat ion comtitutes Q 

recurrin~ breach for this contract auatter 

8.2.4.2.5. 5. Report 
Submittal re@ war incompk.  l%e mport covers Juty-Da#mbtr, 2200 4 and a gmeruldaku report of GME activiLy. 
Universitv failed to ~ h d e  prescribed w o r t  in the 1st contract auarfec Continued failure to ~mvidc an acmrmte. com~lele renort 
c011stituCrs a recum'np breach for this contmct orrarter 

A. 4. Academic Pwcbed  Services 
Fmm October 2004, through Febnuuy 2005, the s e m i c  Services 
creatine a 20% variance. See Table I 

B.3.4. Physician S t d n g  Levek.. . 
The Agreement mandata the provision of quarterly, accurde written reports on Housestqftotak by specially atrd subspecial@. 

0 The University provided an overall resident count wifh no breakdown by speciali~/subspeciaIty. The Univemitv provided no 
i d &  
breach for this contrgct auarter. ($1.0011.00 Sanction) 

B.4. Comrmurication atui Information Shoring 
The Agreement states that the Universi@ shaU provide & ACGME, RRC and IRC... comspondence to the Director of Health 
Services on the day such correspondence was received ... 
The University failed to provide the follow in^ correspondence: See TdIc iII 

Description of variance in as-needed Clinical Purchased Services: 

* t m p o ~ n t  to NOTE: 
The following contract section, based on as-needed services, is cited but does not constitute breach. The 
University was not penalized. 
See page 1, Section II for contract reduction totals. 

A.3. Clinical Pwchascd Services 
Tho agretmeni stales that the Universily shoUpmvidc no fewer than k c  haus  set forih in tiu sp- areas... 
Frorn October 2004, through February 2005, the &ivcmie did not ~rovide 6.750.0 hours uf- Clinical SemMceg 
cnatinn a 42% varinnce. See Table TI 

Overall quarter com~liance percentage: 71% (N=97) I 
Attachment 
Mq 16,ZWS 



Attachment I 
(2nd Quarter, January I- March 31,2005) 

Addendum A 

Note: l%e C w  will nducr the May 2005 month& payment bp $300,000.00 eontingent upon pcrfornuancc @ the [IniwrsUy #a 
comprehensive anabsis and mmEilintion ofd cloimabh hours and units for the time period of October 1,2004 through April, 2005. 
J f t h c o n a l y s i r , & M a y 2 O , d i # h r ~ ~ & f l r e ~ t ~ l ~ s l t w o s u r u r a c s w r r g c ~ W & d , ~ J u n c ~ t a f l i c  
UnlversitJ) wiU bc ad@sfad. gthe onolysis d k h s  lhot ad&od mwqments am ~csrcuy, a&Witd mwq by the will 
be &ccted with the June 2005 payment (See olfached memo fhnn Roger h k s ,  Medioal DircctDr KDMC, &ad May 5,2005) 

Documented Hours 

Purchased Clinical Services 
October, 2004 - February, 2005 

October, 2004 - February, 2005 
reported in this contract quarter 

Purchased Clinical Services 

Purchased Academk Services 

Services Tam variance Hwm Hours 

Anesthesiology 3,915 101 (3,814) 
Neuro 1,740 0 (1,740) 
Ophthalmology 1,915 719 (1,197) 
Urgent Care 7,830 7,830 0 
Vascular 695 695 0 

(6.750) 

AJ.  42% vruiana for budgeted wntrocC burs 

Total 

6,926.0 

DATE 

Hours Under 

6,750.0 (42%) 

176.0 (20?h) 

Target 
H~~~ 

16,095.0 

887.5 

Actual 
H~~~ 
9,345.0 

711.5 

lnt Med RRC Gastro PD I I Commendation of substantial compliance 
lnt M d  RRC lnf Disease PO Commendation without citation 

FROM 

Dl0 
Ortho PD 
Int Med RRC 

Int Med RRC 
Ortho RRC 
Den  RRC 
ENT PD 
Ophthal PD 

Ortho PD 
Psych RRC 
Dl0 

Geriatrics PD 
Ortho PD 
Derm PD 
E M  RRC 
Ophthal RRC 

TO 

Ortho RRC 
Ortho RRC 
Endocrln PD 

I Ortho RRC 
Psychiatry PD 
IRC Exec Dir 

SUBJECT 

New Program D i i o r  
Response to adverse status 
Commendation without citation 

Commendation without citation 
Confirmation of site visit 03/08/05 
Notice of site visitor change 
Plog Rpt in response to 09EW04 letter 
Request for temporary compliment in 04-05 
academic year 
Agenda for 03XYOS site visit 
Acknowledged receipt of 08/24/04 prog rpt 
JCAHO and i n i l  appsak 

oin4m ortho RRC ortho PD I I probationary ~ d i t i o n  
OlR5t05 ENT RRC I ENTPD NO SUBJECT SPECIFIED 

IRC 
Ophthal PD 
Dl0 
ENT PD 
ADA 
Farn Med RRC 
010 

Dl0 
Ophthal RRC 
IRC Exec Dir 
ENT RRC 
CEO 
Fam Med PD 

' IRC 

Acknowledged receipt of 0111 /00 letter 
Rotation schedule for 04/05 
JCAHO wilhdra~al 
NO SUBJECT SPECIFIED 
Acknowledged loss of JCAHO 
Site visit confinnation 

1 New PO in Psychiatry 



Affiliation Agreement Between 
Los Angeles County KinglDrew Medical Center and 

C.R. Drew University - #75086 
Contract Monitoring Summary Report 

Contract Quarter: 3rd QTR ( R p d  - J m  30,2005) 

Documented 
Section II. Addendum A Contracted Services: I Hourc 

Accountable I t ~ z  I variance I MQmt I 

DATE: Augwt16,2005 
Summary Report of Nonsomeliance 4: 

Percentage of noncompliance wl documented hours: 

Percentage of noncompliance wl verified hours 

Total hour variance Purchased Clinical Services: Purchased Academic Services: 

Section I. General Contract Provisions 
(Boilerplate) 

0 2. Responsibilities of University 
4 3. Responsibilities of County 

f4.JDint------- 

5. Purchased Services 
6. Payment for Purchased Services 

9. 8. Joint Planning & Ops Committees 
In 9. Reporting & Accountability 

Section Ill. Addendum .@ Contracted Services: 
Sanction Accountable I non:?,","E?aZa(s)} I NIA { ~ g m t  I 

Contract 
Section@) 

4.1. 

9.3.1. 

Sanction amount: $ Date Levied Percentage of monthly contract amount: % 

Description of Accountable 
non-compliant area($) Mgmt 

0 B.2. Academic Performance 
8.3. Patient Care Performance Improvements 

0, 8.3.4. Physician Staffing and Compensation 
$U 0.4. Communication and Information Sharing 

Description of complhnce issues: 

COmplinnm & C ~ o p c ~ ~ o n ,  m 2 

Financial Recod, pg 2 

4.1. Compliinncr and Cooperation 
Contmd srcrts: The UI/nmirp shall develop and C w  and Univc* shall joint& appmve wri#en d e r i a  for t%e mPani of 
faculty stipends. The written ararferirr shall be developed by A p d  30,2005 MdfdlllY implemented tgt Univers* ly June 30,2005 

R Pcck/R. klau 

R. Lcw 

~ o t - p g  2 

The Universitv failed to deveiop writIen criteria-for the award of facuftv st&nds, 

,, i 

S. As~&IM. wi~acf 



Description of compliance issues: page 2 

9.3.1. Financial RecorL 
The University failad to ptcpareimorntain 4ccu~ale and complete financialloperational records as they apply to requirements 
set forth in Addendum A, Purchased Services. The University has been ma&ed to complde by May 20,2005, a compmhensive 
(IIIOIYSisrcndreEOlCCijiQtjOlLrlfallcIuimaMchours 

B.4. Communication and In/ormation Sharing 
The Agreement states that the University shall provide & ACGME, RRC and IRC... correspondence to the Director of Heulth 
Services on the day such correspondence was received. .. Continued failute to provide informaion constitutes a recurrine breacli 
for this contract pirarter: 
7 % ~  Univemiht failed to provide the followine correspondence: 

DATE I FROM I TO 1 SUBJECT 

1 Int Med PD 
In! Med RRC 
Int Mad PD 
Oftho PD 
E M  PD 
OBCGYN RRC 

Int Med RRC 
Endoatn PD 
In Med RRC 
Ortho RRC 
ENT RRC 
OWGYN PD 

New Program Director Endoainology 
MMcomes N w  Endoain PD 
Progress Report required by RRC 
Program Updates 
Progress Report required by RRC 
Requwi for Approval of an Additional 
Rotation in the Senior Year 

Overall quarter compliance percentage: Y4% (#=97) I 



This Annual Report (the "Report") of the Graduate Medical Education Committee 
("GMEC") of Charles R. Drew University of Medicine & Science (the "University") is 
being submitted to Thomas T. Yoshikawa, M.D., Provost-Chief Operating OfficerIActing 
President, Ronald A. Edelstein, Ed.D., Acting Medical School Dean, Thomas 
Garthwaite, MD, Chief Executive OfficerLDHS Director, and the System JPO Committee. 
This Report is submitted in accordance with 5 8.2.4.2.5 and Addendum By 5 B.4, of the 
Affiliation Agreement with the University and the County of Los Angeles (the "County") 
dated October 1,2004 (the "MSOA" or the "Agreement"). 

The Report summarizes the graduate medical education activities for the period of July 1, 
2004 to June 30,2005, and reviews the ability of each Training Program to meet the 
institutional and program accreditation standards of the Accreditation Council on 
Graduate Medical Education (ACGME). The Report will include the following for the 
Training Programs and facilities under the purview of the Graduate Medical Education 
Committee (GMEC), as required by MSOA 5 8.2.4.2.5 (order of presentation in this 
report indicated by roman numerals): "[I.] an overview of the status of the Training 
Programs; [V.] overall graduate educational activities; [III.] common problems and 
concerns across the Training Programs; [II.] and each Training Program's compliance 
with ACGME institutional and program requirements; [IV.] University's role in 
overseeing these activities under the Agreement; [VI.] and an analysis of the academic 
accomplishments of the Faculty and other performance criteria in 5 6. and any Addenda." 

Finally, the Report will address the Goals of the GMEC for the 200512006 academic year 
in Part VII, below. 

I. Overview of the Status of the Training Programs 

A. GME and University Leadership 

Effective July 1,2005, Nancy F. Hanna, MD, replaced Sharon Ashley, MD, MPH, MBA, 
as Associate Dean for Graduate Medical Education and Designated Institutional Official. 
Dr. Hanna will report directly to Thomas Yoshikawa, MD, who was appointed Provost- 
Chief Operating Officer and Acting President of the University, effective July 1,2005. 
Sandra Gonzalez, PhD, will continue as Director of Graduate and Undergraduate Medical 
Education. The GME Office is in the process of recruiting an Office Manager, which 
would be a new position in the office. Ronald A. Edelstein, EdD, replaced Medical 



School Dean Marcelle Willock, MD, MBA, on an interim basis upon Dr. Willock's 
retirement on June 30,2005. 

In a December 2004 GMEC meeting, it was reported that the Drew University Board of 
Trustees elected four new members, thus broadening the governing body's diversity and 
expertise. The four new board members are Roger J. Bulger, MD, Alejandro Mayorkas, 
Esq., Steven A. Schroeder, MD, and Richard A. Veloz, MPH. Thomas M. Priselac, 
MPH, President and CEO of Cedars-Sinai Health System was subsequently appointed to 
the Drew University Board of Trustees in June 2005. Bart Williams, Esq., continues as 
Chairman of the Board. 

All Program Directors without exception are Board Certified by their specialty and/or 
subspecialty American Boards. Program Directors with new appointments between July 
1,2004 and June 30,2005 include the following: Roya Yumul, MD, Program Director, 
Anesthesiology; Don Sanders, MD, Program Director, Orthopedics; Stanley Hsia, MD, 
Program Director, Endocrinology; and Vijayalakshmi Ranganath, MD, Program Director, 
Psychiatry. 

B. Accreditation Status of the Institution 

In its July 8,2004, notification letter, the Institutional Review Committee of the ACGME 
confirmed a continued unfavorable institutional status. The next institutional review, 
which had been scheduled for April of 2006, was accelerated to December of 2005 in an 
ACGME correspondence dated December 2,2004. 

The ACGME sustained two citations, which led to the Institution's unfavorable status. 
These citations relate to 1) oversight of the residencies, and 2) effectiveness of the 
internal review process. 

The institutional accreditation status has been a major concern to the leadership of the 
University, the GMEC (comprised of all program directors and associate directors), and 
the GME Executive Committee, which is comprised of the DIO and the following 
designated members: Glenda Lindsey, MD, Program Director, Pediatrics; Malvin 
Anders, MD, Program Director, Ophthalmology; Richard Leathers, DDS, Program 
Director, Oral-Maxillofacial Surgery; Roya Yumul, MD, Program Director, 
Anesthesiology; Rosetta Hassan, MD, Program Director, Obstetrics & Gynecology; 
Muhammad Farooq, MD, Program Director, Family Medicine; and Roslyn Scott, MD, 
Department of Surgery. The GMEC has met monthly over the past academic year to 
provide oversight over all residency programs to ensure that education of the residents 
and quality of patient care are the priorities of all programs. The GMEC Executive 
Committee generally meets 30 minutes before the GMEC and addresses common 
program citations, concerns and potential problems, which they then present to the 
GMEC for discussion and approval. 

Since receiving the unfavorable status decision from the ACGME, the Institution has 
committed substantial resources to GME in order to achieve compliance with the 



ACGMEYs Institutional Requirements. The GME office has expanded and restructured its 
staff to better support and oversees the residency training programs. These expanded 
oversight activities include assistance with PIF preparation, direct participation in 
negotiations to remediate deficiencies, mock site visits and document review by outside 
expert reviewers. The GMEC, includes all the program directors, meets monthly, and 
performs all the duties and responsibilities as required by the ACGME. The functions, 
operations and effectiveness of the GME Office have significantly improved since 2001. 
During 2004, several of our programs received full accreditation: Psychiatry, Pediatrics, 
Obstetrics and Gynecology, Emergency Medicine, and Internal Medicine, which also 
included Endocrinology, Infectious Diseases, Geriatrics and Gastroenterology. 

The GMEC has reviewed the internal review protocol over the previous academic year, 
adding the requirement that program directors complete the Program Information Form 
prior to the review meeting. The GMEC and the Internal Review Committee have been 
providing a detailed analysis and plan of correction for all reviewed programs. The GME 
Office is committed to scheduling all program internal reviews at the mid-point of the 
each program's review cycle, as required by ACGME. 

The GMEC reports that there were increased publications and there are four academic 
journals based at Charles R. Drew University of Medicine and Science. Notably, the pass 
rates of first-time board takers have been steadily improving as a result of the program 
directors increasing their use of board review lectures and test questions, and recruiting 
and retaining better qualified residents. 

In order to achieve excellence and move towards regaining a favorable accreditation 
status for the Institution, Dr. Sharon Ashley participated, and Drs. Hanna and Gonzalez 
will continue to participate, in the quarterly meetings of the Associate Deans for GME of 
the University of California Health System. 

Additionally, the UC Advisory Committee was formed pursuant to Assembly Concurrent 
Resolution No. 139, as a "joint advisory team to develop recommendations to the 
leadership of the Martin Luther King, Jr. /Charles R. Drew Medical Center for training 
programs for residents at the Martin Luther King, Jr. /Charles R. Drew Medical Center in 
order to achieve or maintain, or both, accreditation by the Accreditation Council for 
Graduate Medical Education." The UC Advisory Committee, chaired by a representative 
of the Office of the President, University of California, is comprised of key leaders from 
Drew, including the DIO and the Medical School Dean, and various accreditation 
advisors from UCLA. The Committee generally meets twice per month and has been 
helpful in formulating plans of correction for the Family Medicine Program as well as 
strategizing regarding site visits and the upcoming institutional site visit in December. 

In addition, the University's Board of Trustees retained Nixon Peabody LLP to assist 
with several processes necessary to institutional review preparation, including the review 
of program information forms (PIFs), the Institutional Review Document (IRD), and 
other GME-related issues. The County of Los Angeles has retained Mr. Alan J. 
Burgener, an experienced GME consultant recommended by ACGME, who consults to 



DHS leadership, the DIO and the GME Director regarding institutional review 
preparation. Finally, the University has retained Kim Crooks, PhD, Director of Graduate 
Medical Education at UCLA, as a consultant to assess the Graduate Medical Education 
Office, interview the Graduate Medical Education staff, and help with preparation of an 
initial GME Office matrix. Her current consultative focus is the Institutional Review 
Document (IRD). Dr. Crooks is also a member of the UC Advisory Committee. 

In March of 2005 the GME Office began hosting open forums with the residents and 
fellows to address any questions and concerns and to keep them informed on matters 
associated with the Institution. These open forums are led by the DIO and the GME 
Director. A list of all the upcoming Open Resident Forums was disseminated to program 
directors and coordinators and flyers are posted prior to each meeting. 

The Dean for Faculty Development planned and scheduled the first faculty development 
session for a speakers from Vanderbilt University, who provided a matrix that can be 
used as a tool for root cause analysis, which in turn, can be used to promote program- 
level improvement in educational quality. Drew initiated in 2004 a Master of Science in 
Clinical Research degree program, a 2-year course for faculty on how to perform clinical 
research and publish scientific papers. Currently, 10 faculty are enrolled. 

In compliance with the ACGME requirements, all current residents in and applicants to 
the ACGME-accredited programs were advised in writing of the ACGME Institutional 
Review Committee's accreditation action and all program directors were informed of the 
Sponsoring Institution's unfavorable status, and that they may not apply for accreditation 
of any new or previously withdrawn programs until the unfavorable status has been 
removed following a site visit of the Institution and review by the IRC. 

Despite the University investing significant resources in improving the oversight and 
support of activities affecting GME, not the least of which is the July 1,2005, installation 
of a new leadership team under the direction of Drs. Yoshikawa and Edelstein, the 
hospital's loss of JCAHO accreditation will potentially adversely impact accreditation of 
all residency training programs as well as the Institution. (Please refer to section IIIA 
under "JCAHO Accreditation). 

11. Each Pro~ram's Compliance with ACGME Institutional and Program 
Requirements 

There are 16 medical residency training programs sponsored by Charles R. Drew 
University of Medicine and Science and all are accredited by the ACGME. The Oral & 
Maxillo-facial Surgery (OMFS) and General Dentistry programs are hl ly  accredited by 
the American Dental Association (ADA) and are sponsored by the County of Los 
Angeles. (See attachment #1) 

The GMEC provides oversight for all 17 accredited programs and one ACGMEIRRC 
withdrawn program. Of the 18 programs, 14 are fully accredited and 3 programs are on 



probationary accreditation, and one has had its accreditation withdrawn. Anesthesiology 
and Family Medicine are continued on probationary accreditation; Orthopedics was 
placed on probationary accreditation effective January 14,2005, after a proposed 
probationary status on March 22,2004. After an appeal presented in November 2004, the 
Neonatal-Perinatal Medicine program was withdrawn by ACGME/RRC in a letter dated 
April 23,2004, effective June 6,2006; furthermore, the program did not accept a new 
fellow for July 2005. 

The Internal Medicine Residency Program, which had previously received probationary 
accreditation, was awarded full accreditation with no citations in November of 2004. 
Furthermore, the program was awarded three commendations in the ACGME/RRC letter 
dated November 3,2004. The program subsequently submitted a Continuity of Care 
status report, as required, to ACGMERRC May 1, 2005. An unsolicited post site visit 
status report was provided to the Orthopaedics RRC in June of 2005 prior to the RRC 
meeting in June 2005. 

Of the 14 fully accredited programs, seven programs were awarded continued full 
accreditation during the previous academic year: Endocrinology, Gastroenterology, 
Infectious Disease, Geriatric Medicine, Psychiatry, Obstetrics & Gynecology (a progress 
report due December 1,2005), Otolaryngology (one progress report was approved and 
accepted by ACGME/RRC letter dated March 1,2005; a second progress report response 
was sent to the ACGMEIRRC June 16,2005; and a third progress report is due 
December 15,2005). 

Four programs were not visited during the past academic year and retained their status of 
full accreditation: Emergency Medicine, Ophthalmology, Pediatrics, and Oral & 
Maxillo-Facial Surgery. 

Three programs were site visited by ACGME/RRC and final reports are pending: 
Dermatology was site visited March 14,2005, and holds continued full accreditation 
status; and Orthopedics was site visited March 7, 2005, and holds probationary 
accreditation status. The General Dentistry Program was surveyed by the American 
Dental Association on December 8,2004 and is awaiting an accreditation notification. 

Three programs should be site visited by ACGMERRC between July 1,2005, and June 
30,2006: Family Medicine is scheduled for August 30,2005; Anesthesiology should be 
visited in January, 2006; and Emergency Medicine should be visited in February, 2006. 
Psychiatry is due for its site visit in April, 2006. 

The loss of JCAHO accreditation by King/Drew Medical Center has challenged all 
training programs. The OMFS and Dentistry programs have been placed in jeopardy by 
the loss of JCAHO accreditation. These programs received communications in June, 
2005, indicating that the ADA would consider withdrawing approval as a result of the 
loss of JCAHO accreditation. A progress report was sent to the ADA, and a response is 
pending. 



Of the 17 programs, 3 (1 8%) were site-visited by the ACGME during the academic year. 
Additionally, 10 (59%) programs received notification letters fiom ACGME with 
accreditation status as follows: 

Table 1. ACGME Notification Letters Between 6/29/04 and 6/30/05 

1 PROGRAM I ACCREDITATION STATUS I DATE OF THE LETTER 1 
( Psychiatry I Continued Full Accreditation 06/29/04 

Obstetrics & Gynecology 
Otolaryngology 
Internal Medicine 

L 

Endocrinology 
Gastroenterology 
Infectious Disease 

continued Full Accreditation 
Continued Full Accreditation 
Full Accreditation 

Geriatric Medicine 
General Dentistry 

111. Common Problems and Concerns Across the train in^ Programs 

06/30/04 
09/30/04 
1 1 /03/04 

Continued Full Accreditation 
Continued Full Accreditation 
Continued Full Accreditation 

Orthopedics 

A. JCAHO Accreditation 

1 1/03/04 
1 1/03/04 
1 1/03/04 

Continued Full Accreditation 
Approval from American Dental 

King-Drew Medical Center lost JCAHO accreditation effective February 1,2005, and its 
continued loss threatens the accreditation of every program as well as the Institution's 
accreditation. For example, the Orthopaedics recent review indicated preliminarily that 
the Institution's JCAHO status greatly influenced the designated probationary status of 
the program; the lack of JCAHO accreditation prohibited pediatric patients belonging to 
the Community Health Plan (CHP) from utilizing KingDrew Medical Center and 
consequently greatly reduced the hospital census of children patients, which in turn will 
adversely impact on the pediatric residency program. Furthermore, the renovation of the 
operating rooms (a necessity for JCAHO re-accreditation) will also adversely impact 
training programs (see section IIIK). 

1 1/03/04 
12/08/04 

Association 
Probationary Accreditation 

Drew University responded to the ACGME7s serious concerns about the loss of JCAHO 
accreditation with a detailed explanation of the potential for equivalency between 
JCAHO accreditation and Centers for Medicare~Medicaid Services certification which 
KingDrew still maintains. The IRC accepted this equivalency thereby removing all 
ACGME accredited programs fiom potential immediate jeopardy. The IRC accepted this 
equivalency with the expectation that JCAHO accreditation was being pursued. 
However, each RRC maintains a significant degree of accreditation independence and 
may independently take the lack of JCAHO accreditation into consideration when 
making accreditation decisions. 

01/14/05 



The Navigant consulting group, which has managed King-Drew Medical Center since 
November 2004 under a contract with the County, routinely assesses different measures 
of quality of care and patient safety, i.e., performance measures, mock surveys, patient 
safety rounds and case reviews, in order to prepare for future accreditation by JCAHO. 
Navigant plans to have multiple JCAHO Mock Reviews during the next six months. If 
compliance can be demonstrated with reasonable certainty, it is our understanding that 
the hospital administration would request a follow-up JCAHO site visit in an effort to 
restore King-Drew Medical Center's accreditation in or around December 2005, prior to 
its institutional site visit. 

B. Permanent Chair Recruitment 

Difficulty with recruitment and retention of permanent Chairs is a common problem in 
many of our Training Programs, especially Anesthesiology, Family Medicine, Pediatrics 
and Psychiatry. The lack of JCAHO accreditation, uncertainty of ACGME accreditation 
of the Institution, excessive scrutiny by the County of Drew physicians, perceived or real 
inadequate support for faculty and department activities, repeated negative reports in the 
local media, and non-competitive salaries are some of the major reasons for the difficulty 
in recruiting and retaining department Chairs. Acknowledging the urgent need for strong 
educational leadership, the University with the medical administration is working 
diligently on recruiting, interviewing, and selecting the chairs needed for the above- 
mentioned departments. In the very near future, the University expects to designate 
Chairs for two of the above-mentioned departments, i.e., Psychiatry and Family 
Medicine. 

C. Faculty to Resident Ratio 

After the loss of the Medical Center's JCAHO accreditation, and with the present 
ACGME unfavorable status of the sponsoring institution, the prospects for faculty 
recruitment are challenging (for similar reasons as mentioned above for recruitment of 
Chairs). This is a potential problem in particular for the programs in Emergency 
Medicine, Dermatology, Otolaryngology and Psychiatry. 

Acknowledging the urgency of the Training Program needs, the University with the 
Chairs, GMEC, and medical administration, has been working diligently on 
implementing creative methods of faculty recruitment. At GMEC meetings, the faculty 
recruitment methods discussed have included, but have not been limited to, the 
suggestion of alleviating the problem by allowing contracts for H1 and J1 visa holders. 
The question was raised as to whether the County will accept J1 visas if the University 
was the sponsor. The GMEC also discussed and recommended that all programs continue 
to invest and groom their own resident graduates for future junior faculty roles. Data 
indicate that over 50% of Drew faculty have had their previous training in Drew- 
sponsored residency or subspecialty fellowship programs. 



The GMEC had discussed and approved the Program Directors Educational Forum, 
which began April 1 1,2005. The Forum is conducted monthly and composed of Program 
Directors from each University Residency Training Program. Topics recommended for 
the forum have included: resident morale, faculty development, health care disparities, 
developing a resident research curriculum, program directors as managers and leaders, 
getting what the program needs fiom the participating institution, conflict management 
and crisis intervention, academic appointments, and developing useful resident 
evaluations. 

D. Resident Recruitment and Retention 

AAer the Medical Center's loss of JCAHO accreditation and with the present ACGME 
unfavorable status of the sponsoring Institution, resident retention and recruitment has 
been problematic. The programs with particular difficulties in resident recruitment and 
retention include Anesthesiology, Emergency Medicine, Internal Medicine, and 
Psychiatry. Some program directors with the assistance of the GMEC started a plan of 
correction including but not limited to filling some of the open first-year positions outside 
the match and searching through the international candidates for the best candidates. The 
GMEC convened a task force to develop and implement a new recruitment and selection 
policy, which was approved by the GMEC during the previous academic year. 

E. Patient Census 

The loss of JCAHO and therefore CHP patients (as noted in section IIIA) has 
significantly decreased the number of patients and thus reduced the number and variety 
of procedures available to residents in training, particularly in the following programs: 
Pediatrics, Family Medicine, and Otolaryngology. The opening of the new King-Drew 
Women's Center on June 27,2005, and the expansion of the Pediatric Emergency Room 
to run for 24 hourslday as of September 6,2005, are expected to improve the outpatient 
numbers. The GMEC and the Program Directors have been exploring the possibility of 
additional outside rotations to increase the experience of the residents. Some of the 
programs have the ability to make th s  adaptation until JCAHO accreditation of the 
hospital is reestablished. The program directors are closely monitoring the daily census 
in both inpatient and ambulatory services and regularly reporting to the GMEC. 

F. Patient Mix 

The lack of appropriate patient mix as required by ACGME and individual RRCs is a 
common concern, in particular for the following programs: Ophthalmology, Family 
Medicine, Dermatology, Pediatrics, and Otolaryngology. The GMEC and the Program 
Directors have been exploring the possibility of additional outside rotations to increase 
the experience of the residents. 



G. Scholarly Activity 

Insufficient scholarly activity has been a concern and a potential problem for some 
programs including Orthopedics, Otolaryngology, and Psychiatry. The GMEC and the 
University formed an institutional curriculum committee to start a common curriculum 
addressing the core required conferences including basic research education. 
Additionally, recruitment of new faculty with research interests, as well as faculty 
training in research (see section IJ3 re: Master of Science in Clinical Research degree 
program) will help correct this deficiency. 

At the July 2004 GMEC meeting, the need for research mentors for the residents was 
discussed, in part because the quality of proposals being submitted by residents has not 
been up to the University standards. It was recommended that an internal research 
committee be formed to closely monitor and address the problem. 

At the November 2004 GMEC meeting, it was recommended that all faculty attend the 
sponsored seminars for Faculty Development. There were also additional seminars being 
offered for senior residents. At the March 2005 GMEC meeting, Dr. Kathy Russell 
encouraged the program directors to take advantage of the services provided by the 
Learning Resource Center (LRC) to support their program's scholarly activates. 

H. Core Curriculum 

The lack of an organized curriculum and evidence of integration of the six ACGME 
Competencies had been concerns for Ophthalmology, Orthopedics, and Psychiatry. In 
correct this potential problem; the program directors have revised their current curricula. 
The GMEC and the University formed an institutional curriculum committee to address 
the common core required conferences including basic research education. 

I. Board Pass Rate 

Board passage rates have been a concern for the following programs: Anesthesiology, 
Pediatrics, and Psychatry, all of which have shown a great consistent improvement in 
comparison with previous years. 

The program directors recommended and the GMEC approved the following changes; 
1 - Implementation of a board review course for senior residents and referral of 
residents to educational specialists to assist with test-taking skills. 
2- Individualized remediation plans for residents with poor exam performance. 
3- Analysis of the residents' performance on both in-service and certification exams 
to clarify underlying reasons for deficiencies and to develop appropriate interventions. 
4- Implement weekly or monthly didactic conference using the oral board format at 
which senior residents present cases to practice oral presentation. 
5- Study feasibility of bringing graduates back for oral board review course one year 
after graduation 



J. Clinical Space 

The availability of space sufficient as per ACGME/RRC requirements is a concern for 
the following programs: Emergency Medicine, Family Medicine, Ophthalmology, and 
Psychiatry. The GMEC has analyzed every program space problem and presented 
requests for remediation to the Medical Administration representative during the GMEC 
and the JPOC meetings. 

K Operating Room Renovation Plans 

Part of the process and plans for the Medical Center to regain JCAHO accreditation was 
the need for major Operating Room renovation. The anticipated time for the required 
renovations is six to seven months. Ths  problem will affect many programs due to 
relocation, reduced numbers of operative cases and other related issues. The following 
programs will be most substantially affected: Anesthesiology, Orthopedics, 
Otolaryngology, Ophthalmology, and Obstetrics & Gynecology. The anticipated 
reduction in operating room availability will make it difficult for the above mentioned 
programs to meet ACGMERRC resident experience requirements. Some outside 
rotations have been or are being arranged by the program directors (and were approved 
by the GMEC) to cover required needs during the period of renovation. 

L. Loss of Surgery Program 

The ACGMERRC withdrawal of accreditation from the Surgery Residency Program is a 
concern, especially for the following programs: Anesthesiology, Emergency Medicine, 
Orthopedics, Otolaryngology, Ophthalmology, and Family Medicine. The ACGME and 
RRCs do not require the presence of a Surgery Residency Program for the accreditation 
of some of these programs. The use of outside rotations to meet training requirements 
was approved by the ACGME/RRC for one program and others are in the process of 
being arranged. However, in some specialties, e.g., Anesthesiology and Orthopedics, 
there is a requirement that the Sponsoring Institution also offer a General Surgery 
Residency Program or affiliation. There is an institutional plan to reestablish a General 
Surgery Residency Program depending on the outcomes of the JCAHO and ACGME site 
visits. 

M. Lack of Radiology Services 

Radiology films are now available through the Picture Archiving and Communication 
System (PACS). Workstations had been strategically placed in additional locations 
during the previous academic year to expand access for the inpatient and outpatient 
services. The main continuing concern is the loss of multiple faculty members in the 
Radiology Department, which is slowing the provision of clinical services with a 
substantial backlog of unread films and images. Ths  problem AFFECTS ALL 
PROGRAMS, WITH PARTICULAR PROBLEMS FOR Emergency Medicine and 



Internal Medicine, which see the vast majority of patients arriving at the hospital. 
Moreover, Emergency Medicine and Otolaryngology were previously cited by their 
respective RRCs for lack of radiology service support. Medical Administration is aware 
of the problem. 

N. Medical Records 

King-Drew Medical Center has been monitoring the medical records retrieval for the 
inpatient and outpatient services and has shown an improvement, with nearly 90% of all 
requested medical records available to the inpatient and outpatient services. However, the 
medical records at the Hubert Humphrey Clinic (HHC) have fallen far short of this level 
of performance. According to the GME Office analysis reported to the GMEC, medical 
records at the Family Medicine Center at HHC were available, on average, for only 47% 
(range: 22% to 65%) of the total patient visits (the 47% reflects presence of any 
information for each chart and not necessarily complete data for each patient). This value 
falls to 10% if the analysis includes availability of all old and new information for each 
chart. In addition, progress notes that are generated in the absence of the chart were 
never filed in the chart making most medical records incomplete. Such consistent lack of 
patient charts will invariably lead to a citation for the Family Medicine program. This 
issue has been raised in meeting with the HHC administration. The correction of this 
problem is in progress with the assistance of the Medical Center administration. In 
addition to the threatening Family Medicine's accreditation, this problem also created a 
concern for the Geriatric program. 

0. Resident Supervision and Duty Hours 

Patient volume on the Psychiatric Emergency Service routinely exceeds the facility's 
maximum allowed patient volume (19 maximum). This is a systemic problem in which 
the County-wide diversion plan either fails or is inadequate to accommodate the 
emergency needs of the County's psychiatric patients. The service burden to both faculty 
and residents threatens the provision of adequate supervision. This was addressed with 
the County Department of Health Services to ensure patient safety and to ensure 
compliance with resident supervision policies. The GMEC recommended convening a 
task force of department leadership, psychiatry residents, hospital administrators and 
Department of Mental Health Service (DMHS) leadership to identify systemic causes of 
this problem and to articulate a remediation plan. The ability of the program to remediate 
this problem depends on the cooperation/collaboration of the DMHS, DHS and hospital 
administration. Another example of duty hour violations included Orthopaedics residents 
when physician assistants were not available and the residents assumed a greater burden 
of clinical duties. This has been corrected. 

P. Resident Evaluation 

The GMEC noted that with some programs, provisions were not being made for residents 
to confidentially evaluate the program. This problem has been resolved with the 



implementation of Verinform, which provides confidential on-line evaluation tools for 
use by all residency programs. 

Q. Administrative Staff 

The Dermatology and Psychiatry programs reported to the GMEC and to the Internal 
Review Committee their need for a program coordinator. The DIO circulated a copy of 
the program coordinators job description for review by the GMEC. The Joint Planning 
and Operations Committee asked the GMEC to submit a job description for the program 
coordinators to allow for consistency and continuity of duties and responsibilities 
throughout the residency programs. 

At the September 2004 GMEC meeting, the creation of a subcommittee was proposed to 
look into the implementation of program coordinator job description. This activity is still 
underway. 

IV. Universitv's Role in oversee in^ These Activities Under the Agreement 

The University is the sponsor for the residency programs. As the sponsor and as an 
institution of higher learning, Drew is responsible for ensuring an appropriate curriculum, 
quality of training, appropriate supervision of trainees, proper qualifications of faculty, 
adequate support structure (e.g., administration) and the meeting of all requirements of 
the RRCs and ACGME for the residency training programs. However, since training 
occurs in a non-Drew facility, i.e., a County-owned and -operated hospital, the 
administrative and operational elements of a hospital that are necessary for residency 
training are a responsibility of the County (i.e., physical structure, nursing, pharmacy, 
patient volume, support staff, equipment, supplies, etc.). Thus, under the Agreement, a 
dual responsibility for overseeing the training activities is ultimately in place, and 
appropriately so. 

V. Overall Graduate Educational Activities 

A. Summary of Internal Review Committee Reports 

The GMEC conducted seven Internal Reviews during the academic year 2004-2005: 
Dermatology, Family Medicine, Orthopedic Surgery, Psychiatry, Infectious Disease, 
Emergency Medicine and Ophthalmology. The GMEC approved, August 30,2004, a 
change to the Internal Review policy, to make the completion of the Program Information 
Form a mandatory part of the Internal Review process. The revisions to the Internal 
Review policy were unanimously accepted by the GMEC. Each Internal Review 
Committee (IRC) was chaired by a program director or associate program director from a 
program other than the one under review. The GME Office also selected two to three 
faculty members and a resident for each Internal Review Committee. The DIO and a 
hospital admistrator participated in all internal reviews. The IRC protocol required 
interviews with the program director; faculty; and peer-selected residents in two separate 
sessions of 90 to 120 minutes each, depending on the size of the program and the number 



of citations and concerns. The Internal Review chair or the DIO submitted a written 
report to the GMEC. The GMEC reviewed and discussed the report, modified it as 
needed and approved it with recommendations regarding corrective actions. The 
approved report was delivered to the program director with the expectation that a 
corrective action plan be submitted for each concern within two to three months. The 
corrective action plan was subsequently presented to the GMEC, reviewed, and approved 
as submitted or returned to the program director for additional corrective action. The 
approved Internal Review report and the approved corrective action plan were forwarded 
to the Dean and King-Drew Medical Center administration according to the MSOA. 

In addition to overseeing the internal review process, the GMEC also conducted a mock 
site visits Internal Medicine, Orthopaedic Surgery, Dermatology and General Dentistry. 
This assisted the programs' leaders in preparing for the ACGMEIRRC site visit and 
contributed to the attainment of full accreditation in this specialty. 

B. Institutional Policies 

The GMEC has developed policies and procedures to meet the ACGME Institutional 
requirements and fulfill the expectations of DHS. The GMEC requires that each program 
develop policies and procedures for all of the applicable institutional and program 
requirements set forth by ACGMEIRRCs. The GMEC reviews the institutional policies 
every two years. During 2004-2005, the GMEC reviewed the Matriculation and 
Grievance Policy and modified it to include a full disclosure clause. Copies of the new 
Impaired Physician Policy were distributed for each committee member; one program 
director volunteers to sit on the Physician Well-Being Committee in order for the GMEC 
to understand and better utilize its services. The GMEC also revised the Resident 
Selection and Promotion Policy. 

C. Compliance with Duty Hours and Resident Supervision 

MSOA, B.3.1 (1) 
The GMEC was assured that each program director has established roles and 
responsibilities for each resident according to their level of training and has developed 
duty hours and resident supervision policies or adopted the GME institutional policy. 
The GME office conducted an anonymous survey in April, 2004 to evaluate resident 
perceptions of duty hours and supervision, as well as to show evidence of faculty 
supervision in compliance with ACGME and the County of Los Angeles Policies and 
Procedures. Some of the examples included in survey (N=82) are 68% of residents 
surveyed indicated that to a moderate to great extent, the programs provide adequate and 
prompt supervision of residents and 57% of residents indicated that to a moderate to great 
extent the programs correct situations that cause stress among them. The GMEC 
continues to monitor closely supervision requirements for all programs. A new process 
for addressing resident stress has been established. 

The duty hour and supervision policies are to be enforced at the sponsoring institution 
and all of its affiliates. The institutional policy meets all of the ACGME duty hour 



requirements and incorporates the requirements of DHS. The GMEC also has made 
available the sleep, alertness and fatigue lecture which is repeated through the year. A 
copy was gven to all programs and is also available in the GME Office for resident and 
the faculty education. 
The duty hour compliance "hot line" was monitored daily (310) 668-8168. Use ranged 
from 0 - 1 call per month. All calls are investigated within 24 hours. Most of the calls 
were confirmed to be sporadic events. Corrective action plans were developed and 
implemented for the areas of noncompliance. The GMEC will start to conduct 
anonymous duty hour monitoring and confidential surveys quarterly. The surveys will be 
analyzed by the DIO and results will be reviewed by the GMEC and distributed to 
individual program directors. 

At the January 2005 GMEC meeting, the duty hour problems were discussed and 
program directors were requested to report on any possible duty hour violations caused 
by residents rotating in other departments. It was communicated to the other program 
directors to that they must assure that residents have time-off as required per policy (one 
day off for every seven days worked). Review of this issue at subsequent GMEC 
meetings revealed that the problem had been corrected. 

In addition to the GMEC oversight, the Navigant Quality Improvement Committee 
audits resident supervision through periodic chart reviews. Results of these audits are 
provided to the chief medical officer and the DIO during the JCIR monthly meeting. 
Additional audits are conducted through departmental improvement of performance 
committees. 

MSOA,B2.2 (4) requires, "No less than annual completed performance evaluations of 
faculty by housestaff, and level of supervision provided, in accordance to ACGME 
guideline." (See Attachments #2) 

D. Resident Responsibilities 

The GMEC uses the internal review process to ensure residents develop a personal 
program of learning to foster continued professional growth under the guidance of the 
faculty. The internal review also assesses schedules and attendance records. Resident 
interviews are conducted to ensure that residents fully participate in the educational and 
scholarly activities of the program. 

As stated earlier, the GMEC conducted an anonymous, confidential resident survey in 
April, 2004, to assess the faculty and the curriculum as part of the internal review 
process. Each program is reviewed to ensure that residents have the opportunity to 
evaluate faculty and program curriculum at least annually, and the Joint Council of 
Interns and Residents (JCIR) meets with the DIO and medical director monthly to discuss 
issues related to patient care and resident education. 

The Institutional GMEC has two or three peer-selected residents including JCIR 
representative, among its members to participate in the GMEC monthly meetings and 



assure that the resident representative is included in all GME policy discussions. The 
policy related to physician impairment and substance abuse is provided to the residents at 
orientation with a handbook of institutional policies and procedures. Any major changes 
are distributed to residents by the Institution. The resident impairment policy is currently 
under revision by the GMEC. 

E. Resident Evaluation 

Resident evaluation by program directors and faculty is monitored by the GMEC through 
a yearly anonymous, confidential survey of all programs. Additionally, resident 
evaluation is a major focus of the internal review process. Results are made available to 
the GMEC and given to program directors for corrective actions. Additionally, each 
program director is charged with ensuring that residents are given the opportunity by the 
program director to provide anonymous, confidential evaluations of the program and 
faculty. Program directors and associate program directors are required to meet 
individually with each resident at least twice a year and provide residents with a summary 
of their evaluation. Program directors are also required to verify in writing that upon 
completion of the residency program, the graduating resident has demonstrated sufficient 
ability in all six ACGME General Competencies. 

Program directors are monitored by the GMEC for compliance with the ACGME 
requirements. Each director has submitted a list of tools the program uses to measure the 
six competencies during their internal review. 

The GME office conducted an anonymous survey in April, 2004 to evaluate resident 
perceptions of performance evaluation, as well as to show evidence of program 
responding effectively to residents concerns. Some of the examples included in the 
survey are 50% of residents indicated that to a moderate to great extent their performance 
evaluation has been helpful, 94% of residents indicated that they were given a written 
evaluation of their performance at least once per year, and 61 % of residents indicated that 
to a moderate to great extent their program has responded effectively to residents 
complaints. 

To facilitate consistent and anonymous evaluation processes across all programs, the 
on-lineverinform software program was rolled out, March 1,2005. 

F. Resident Match and Complement 

Charles R. Drew University of Medicine and Science programs at King-Drew Medical 
Center had 13 programs participate in the NRMP main residency match for 2005. Of the 
55 position submitted, 38 were filled through the match and the rest were filled outside 
the match after the final matching results. The total resident complement for the 
academic year 2005-2006 is 243 to 244. 



G. Resident Selection (MSOA 5 2.5.1.2(1)) 

The University evaluates academic qualifications of candidates for County housestaff 
positions utilizing the resident selection policy which was revised during the academic 
year 2004-2005. At the GMEC meeting in August 2004, the DHS Finance Department 
gave a presentation on the documentation requirements for interns and residents. The 
goal of the presentation was to inform the KDMC program directors and program 
coordinators about the documents Medicare and Medi-Cal requires for interns and 
residents and that DHS Finance will coordinate all audits through the Graduate Medical 
Education Department. It was also reported to the GMEC that failure to provide the 
auditors with this documentation results in a loss of funds for the hospital and the 
residency programs. The GMEC voted and approved the new guidelines of the new 
resident selection criteria submitted to the committee at the 113 1/05 GMEC meeting. 
MSOA 2.5.1.2 (2) states that the University develops a list of qualified candidates for 
County housestaff in accordance with ACGME requirements and other academic and 
accreditation standards (See attachment #3 & 4) 

H. Academic Discipline of Housestaff 

MSOA; 2.5.1.5 (2) indicates that the University provides a process for academic 
discipline of housestaff following the revised matriculation policy. 
The Resident Grievance, Matriculation Review Policy was revised, approved by the 
GMEC and was effective June 27, 2005. The resident failure to properly disclose 
material information during the application process for residency training or at any time 
thereafter became on of the reasons for termination of the residency program, IX1.E. 1 .e 
(See Attachment #5) 

I. Rotators Orientation 

MSOA; 2.5.1.7 (1) states that, "The GMEC is responsible for educating Housestaff 
rotating through the primary care facility from outside affiliate institutions." 
All program directors have an orientation process in place which include but not limited 
to a detailed orientation package which cover the department policies and procedures, the 
rotation goals and objectives, and didactic and teaching activities. Some program 
directors will meet with the rotators at the start of the rotation. 

VI. Analvsis of the Academic Accomplishments of the Faculty 

A. Faculty Accomplishments 

MSOA, B2.2 (5) requires, "Academic accomplishments/merits of faculty, such as 
publications, teaching awards and membership in scholarly activities." 



During the period of the previous academic year, July 1,2004 to June 30,2005, the 
academic accomplishment~merits of faculty included the following publications: 95 
research articles, 27 book chapters and review articles, 12 case reports, and 72 abstracts 
and editorial letters. Currently, we have total of 83 papers in press. The University was 
awarded several research grants throughout the previous academic year (See 
attachment#6 &7) 

All program directors are members of their specialty and subspecialty national societies. 
(See attachments#8) 

Some faculty received awards over the previous academic year. (See attachment# 9) 

B. Other Performance Criteria Identified in 66 and Any Addenda 

MSOA, B.3.1 (2) we are aware of a patient satisfaction survey performed by the hospital 
in 2004. Physician attendance records have not been analyzed and it is not clear how this 
would be accessed or evaluated. We assume attendance refers to presence at work. 

MSOA, B.3.1 (3) Physician documentation of clinical is being revamped with new forms 
being developed to ensure consistency of reporting and supervision of residents. 
Documentation of procedures data are currently only analyzed by program directors since 
we do not have an automated data retrieval system to get this information. 

MSOA, B.3.1 (4) This report has been submitted monthly by the Chief Financial Officer 
of Drew in collaboration with the CFO of KDMC. 
In the first quarter of 2005 King Drew Medical Center has made 
remarkable strides in their compliance with utilizing the CRM Inpatient 
Clinical Pathways for treating patients in the domains of medicine, surgery 
and obstetrics. Currently the full complement of the 16 developed clinical 
pathways have been fully implemented. With support from the Navigant 
Consulting group, close monitoring has been conducted on patients admitted 
with congestive heart failure (CHF) and community acquired pneumonia (CAP). 
According to the data we have collected, KDMC's placement rate of 58.7% of patients 
with CHF, one of the highest among the Department of Health Services' hospitals. As 
regards to patients assessed as having community acquired pneumonia our 
pathway placement rate of 42.1 % second to the highest county hospital 
institution. 

VII. Goals of the GMEC for the 200512006 Academic Year 
The GMEC has identified the following goals for 2005-2006: 

1. 100% compliance with ACGME and institutional policies. 

2. Correct the ACGME institutional status. (Attachment#lO) 



3. Reestablish the General Surgery Residency Program if and when JCAHO and 
ACGME accreditation are successful. 

4. Revision of the GME policies and procedures annually instead of every two 
Years. 

5 .  Conduct the resident survey quarterly in an effort to collect data and 
Implement changes in a timely manner. 



CHARLES R. DREW UNIVERSITY OF MEDICINE AND SCIENCE 
RESIDENCY PROGRAM 

STATUS OF RESIDENCY PROGRAMS AND GRADUATE MEDICAL EDUCATION 

PROGRAMS AND SUBSPECIALTIES I DEPARTMEm CHAIRS PROGRAM DIRECTORS 
DATE OF LAST RRC DATE OF LATEST 

SITEMSIT ACCRED LETTER 

5/10/02 2/11/04 

ACCREDITATION STATUS 

Probationary Accreditation 

Dermatology 

Anesthesiology 

Vid~a  Kaushik, Paul Kelly, MD 
Interim (7/01/05) 

Continued Full Accreditation Pending 
ACGME Results 

Kenneth Lewis, MD, 
Interim 

Pending PendingACGME Results 

Roya Yumul, MD 

l ~ m e r ~ e n c ~  Medicine I~ugene Hardin, MD ( ~ u g e n e  Hardin, MD 11/18/03 1 5/25/04 1 continued Full Accreditation 

I~amily Medicine I Lutful Akhanjee, IMuhammad Farooq, MD 
MD.Interim 

Probationary Accreditation 

Full Accreditation 

Continued Full Accreditation 

Internal Medicine 

Endocrinology 

Gastroenterology 

Infectious Disease 

Geriatric Medicine 

Obstetrics & Gynecology 

Continued Full Accreditation 
- - -- 

Continued Full Accreditation 

Vidya Kaushik MD' 
Interim (7101105) 

Vid~a  MD, 
Interim (7/01/05) 

Kaushik' MD1 
Interim (7/01/05) 

Gushik,MDy 
Interim (7l01105) 
Vid~a Kaushik, MD, 
Interim (7/01/05) 

Teiichiro Fukushima, MD 

Continued Full Accreditation 

Continued Full Accreditation** 

Cesar Amnguri, MD 

Stanley Hsia, MD 

Ioannis Giannikopolus, MD 

Vinod Dhawan, MD 

hnel Joaquin, MD 

Rosetta Hassan, MD 

1 ~phthalmology \Richard Casey. MD I ~ a l v i n  Anders, MD 11/11/02 1 7/1/03 /continued Full Accreditation 

lorn1 & Maxillo-Facial ~ u r ~ e r y l  Joseph McQuirter, DDS I~ ichard  Leathers, DDS 612006 2008 

Pending Pending ADA Results 

12/17/04 Pending ACGME Results 

812005 812006 

4/22/03 8/15103 
Approval from American Dental 
Association 

12/8/04 Pending General Dentistry 

Orthopedics 

Otolaryngology 

Pediatrics 

Neonatal-Perinatal Med. 

Approval from American Dental 
Association 
Probationary Accreditation Pending 
ACGME Results 

Continued Full Accreditation** 

Pending Progress Report 
Pending 14/2006 

Joseph McQuirter, DDS 

Don Sanders, MD 

Gus Gill, MD 

Richard Findlay, MD,Inter_ 

Richard Findlay, MD 

Continued Full Accreditation** 

Lynnette Jackson, DDS 

Don Sanders, MD 

Jimmy Brown, MD 

Glenda Lindsey, MD 

Richard Findlay, MD Accreditation Withdrawal Effective 
6/30/06 

Psychiatry George Mallory, MD, 
Interim IVijayalakshim Rangantha, MD 

Continued Full Accreditation 

Continued Unfavorable Graduate Medical Education 

**Progress Report due to ACGME: 
Obstetrics & Gynecology -December 1,2005 
Otolaryngology- December 15,2005 
Pediatrics - April 2006 
Revised: 7/29/05 

Nancy Hanm7 MD9 
Associate Dean, DIO 

Sandra Gonzalez, PhD 



CHARLES R. DREW UNIVERSITY OF MEDICINE AND SCIENCE 
KINGIDREW MEDICAL CENTER 

GRADUATE MEDICAL EDUCATION POLICIES AND PROCEDURES 
MANUAL 

I 

Approved by: Graduate Medical Education Committee I Effective Date: March 10, 2003 

Division: Graduate Medical Education 
Subject: Resident Duty Hours and Working 

Environment 

I To be Performed by The GMEC, all Program I Revision Date: August 1 1  2003 1 

Number: GMEC 03.005 
Number of Pages: 1 of 5 

- 

I Directors and ~acul& I I 
Title: Resident Dutv Hours And Working Conditions 

Policy: The Graduate Medical Education Committee (GMEC) will ensure that each 
program establishes formal policies governing resident duty hours and on-call 
schedules that are not excessive, that foster resident education and facilitate the 
care of patients and provide safe working environment. Duty hours and working 
environment must be consistent with the Institutional and Program Requirements 
that apply to each program. 

The institution will provide services and develop systems to minimize the work of 
residents that is extraneous to their educational program 

The GMEC Committee will inform the program directors in a timely manner and 
ensure that all program directors are aware of and are complying with this policy. 

Purpose: To establish policy guidelines for the purpose of: 
1. Ensuring each program establishes formal policies governing resident duty 

hours and working conditions that are not excessive, that foster resident 
education, and recognize that faculty and residents collectively have the 
responsibility for the safety and welfare of patients. 

2. Provide safe working environment. 
3. Ensure that qualified faculty supervises all patient care. 
4. Duty hours and working environment are consistent with the Institutional 

and Program Requirements that apply to each program. 
5. The institution provides services and develops systems to minimize the 

work of residents that is extraneous to their educational program. 

Scope: The Graduate Medical Education Committee establishes the requirements 
regarding duty hours and work environment for all GME Programs. Program 
Directors are responsible for following these guidelines, as well as, all program 
requirements and institutional requirements, when developing and implementing 
their program specific policies and procedures. 

Procedure: Supervision of Residents: Each program will develop written policies that 



ensure: 1 .) Program Directors will direct and document adequate supervision of 
residents at all times; 2.)Residents are provided with rapid, reliable systems for 
communicating with supervising faculty, 3.) Faculty schedules are structured to 
provide residents with continuous supervision and consultation; and 4.)Faculty and 
residents are educated to recognize the signs of fatigue and in taking steps to 
prevent and counteract negative effects. 

Duty Hours, Call Schedules and Days Off: Each program shall establish written 
formal policies governing resident duty hours and on-call schedules that are in 
compliance with program and institutional requirements. Duty hours must reflect 
the fact that responsibilities for continuing patient are not automatically discharged 
at specific times. Unless granted an exception because of very light night call 
responsibility or because of extended time-off following call, the institutional 
policy limits call to no more frequent that one night in three. Every program will 
provide one day in seven, when averaged over a 4-week period, free of all 
educational and clinical duties. Duty hours are limited to 80 hours per week, 
averaged over a four week period inclusive of all in house activity. Adequate time 
for rest and personal activities is provided, consisting of a ten hour time period 
provided between all daily duty periods and after in-house call. 

The program policy ensures that residents are provided with appropriate backup 
support when patient care responsibilities are especially difficult or prolonged. 

Program policies on duty hours, call schedules, and backup support must be 
included in the program's Policies and Procedures Manual. 

Working Environment: The institutions will provide: 
1. Adequate and appropriate food services and sleeping quarters. 
2. Patient support services, such as intravenous services, phlebotomy services, 

laboratory services and messenger and transporter services. 
3. An effective laboratory, medical records, and radiology information 

retrieval system that is essential to the appropriate conduct of the 
educational programs and quality and timely patient care. 

4. Appropriate security and personal safety measures for residents in all 
locations including but not limited to parking facilities, on-call quarters, 
hospital and institutional grounds and related clinical facilities. 

GMEC shall monitor the working environment through periodic written surveys of 
the residents. 

On Call Activities(duty hours beyond normal work days when residents are 
required to be immediately available in the assigned institution) 
In-house calls: a.) occur no more frequently than every third night averaged over a 
four-week period; b.) on-site-duty does not exceed 24 hours of continuous duty, 
(residents may remain on duty for up to six additional hours to participate in 
didactic activities, transfer care of patients, conduct outpatient clinics, maintain 



continuity of medical and surgical care as defined by the Program); and c.) No new 
patients may be seen after 24 hours of continuous duty. 
At home calW~a~er call (call taken from outside the assigned institution) 

Residents will be provided with one (1) day in seven (7) completely free 
from all educational and clinical responsibilities over a 4-week period; 
When residents are called into the institution from home the hours the 
resident spends in-house are counted toward the 80-hour limit; and 
Demands of at-home call will be monitored by program directors and 
faculty in their programs and schedule adjustments will be made to 
mitigate excessive service demands. 

Moonlighting 
Internal moonlighting will be counted toward the 80-hour weekly limit on 
duty hours 
All program policies will comply with the institutional policies regarding 
moonlighting 
Program Directors will monitor moonlighting to ensure that it does not 
interfere with the ability of the resident to achieve goals and objectives of 
the educational program. 
Residents are required to get from their Program Director prospective 
written statements of permission to moonlight both internally and 
externally. (See Attachment A: Moonlighting Request Form) 

Oversight 

All programs will be monitored on an ongoing basis by the Program 
Directors and the GMEC through Internal Review, oral and written resident 
surveys and spot checks for compliance to these policies 
All programs have policies and procedures consistent with the institutional 
and program requirements for residents on duty hours and working 
environments that are consistent with the GMEC Policies and Procedures 
Each Program will develop a back-up system for patient care 
responsibilities that are prolonged or unusually difficult, or if unexpected 
circumstances create resident fatigue sufficient to jeopardize patient care. 

Duty Hours Exception: A Residency Review Committee of ACGME (RRC) may 
grant exceptions for up to 10% of the 80 hour limit, to individual programs based 
on a sound educational rationale. However, approval from GMEC for the 
proposed exception is required prior to submitting a request to the appropriate 
RRC . 

Approval Process for Duty Hour Increase Requests 

ACGME eligibility criteria require that the sponsoring institution have a favorable 
status fi-om its most recent review by ACGME Institutional Review Committee. 
The requesting program must be in good standing, i.e., without a warning or a 



proposed or confirmed adverse action. 

Procedures And Criteria For The Institution Endorsing Requests For An Exception 
To The Duty Hour Limits: Programs seeking an exception to the 80-hour limit 
must submit a formal request to the Office of Graduate Medical Education. The 
request must address the following: 

Patient Safety: Information must be submitted that describes how the 
program will monitor, evaluate and ensure patient safety with extended 
resident work hours. 

Moonlighting: Specific information regarding the programs moonlighting 
policies for the periods in question must be included. 

Educational Rationale: The request must be based on a sound 
educational rationale which should be described in relation to the programs 
stated goals and objectives for the particular assignments, rotations and 
level(s) of training for which the increase is requested. Blanket exceptions 
for the entire program should be considered the exception, not the rule. 

Call Schedules: Specific information regarding the resident call schedules 
during the times specified for the exception must be provided. 

Faculty Monitoring: Evidence of faculty development activities 
regarding the effects of resident fatigue and sleep deprivation must be 
appended. 

The Associate Dean for GME will oversee an initial assessment of the request for 
the exception and submit a report for review by GMEC. A majority vote by 
GMEC members present at the time, at which the proposal is considered, shall be 
deemed as institutional approval of the request for exception. 

For programs requiring subsequent formal approval from RRC, the program 
making the request shall draft a letter to the appropriate RRC seekmg approval for 
the exception. The Associate Dean for GME, as DIO, must co-sign the letter of 
request prior to forwarding the request for exception to RRC. Programs must 
forward a copy of the institutional policy on endorsing requests for an exception in 
duty hours limits must be attached. 

Oversight 
GMEC will continually monitor compliance with these policies through spot 
checks of call schedules, the resident hotline, and resident surveys. Program 
Directors should monitor time cards, call schedules, and resident evaluations 
andlor surveys. Program directors will be requested to submit evidence of meeting 



these requirements at least mual ly to the GMEC. 

Dissemination 
Every effort will be made to institutionalize these policies. The Medical Director 
of the King/Drew Medical Center will be requested to distribute these Policies to 
all attending staff and nursing staff in order to assure compliance. Etc. 
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Resident Application, Eligibility, Selection and Promotion 
Requirements 

The GMEC establishes the minimum Institutional and program 
requirements with regard to the Resident's application and acceptance 
process. Each residency program is responsible for the recruitment of 
candidates that are eligible for appointment as resident physicians. 
Each program must have written formal procedures for the application, 
evaluation, and selection of eligible candidates that meet the minimum 
GMEC requirements and the individual specific program 
requirements. Vacancies that occur out of phase with the matching 
programs or vacancies through unmatched positions will be filled only 
with applicants that meet the eligibility requirements noted above. 

To provide consistent institutional standards for the application 
process for residents applying for appointment to a program including 
application, eligibility, selection, and promotion. 

The requirements apply to all Graduate Medical Education Programs. 

Program Director will assure GMEC that applicants (persons invited to 
come for an interview for a GME program) shall be provided with 
information in writing of the terms and conditions of employment and 
benefits including financial support, vacations, professional leave, 
parental leave, sick leave, professional liability insurance, hospital and 
health insurance, disability insurance, and other insurance benefits for 
the resident and their family, and the conditions under which living 
quarters, meals and laundry or their equivalents are to be provided. 

Each program director establishes the application, selection, and 
appointment process based on the minimum requirements established 
by the ACGMERRC and its program requirements. Copies of the 
procedures will be submitted to the GMEC for annual review and 
approval at the beginning of the academic year. 



The minimal requirements for eligibility and selection'are: 

*:* Applicants with one of the following qualifications are eligible for 
appointment to the residency programs: 
P Graduates of medical schools in the United States and Canada 

accredited by the Liaison Committee on Medical Education 
(LCME). 

> Graduates of colleges of osteopathic medicine in the United 
States accredited by the American Osteopathic Association 
(AOA). 

> Graduates of medical schools outside of the United States and 
Canada who meet requirements of the Medical Board of 
California for residency training and meet one of the following 
qualifications: 

Current valid certificate from the Educational Commission 
for Foreign Medical Graduates prior to appointment or 
Full and unrestricted license to practice medicine in a U.S. 
licensing jurisdiction in which they are in training. 
Graduates of medical schools outside of the United States 
who have completed a Fifth Pathway*program, provided by 
a LCME-accredited medical school, before they can start a 
residency program. 

Q Applicants to advanced levels of residency training must comply 
with the requirements for licensure by the Medical Board of 
California. American or Canadian Graduates who have had 24 
months of residency training in an accredited training program 
anywhere in the United States or Canada must have a California 
Medical License in hand. International Graduates who have had 36 
months of residency training in an accredited training program 
anywhere in the United States or Canada must have a California 
Medical License in hand. 

A Fifth Pathway program is an academic year supervised clinical 
education provider by a LCME- accredited medical school to students 
who meet the follow conditions: 
1) Have completed undergraduate premedical education in an 

accredited college or university in the United States that is of the 
quality acceptable to matriculation in a United States medical 
school. 

2) Have studied at a medical school outside the United States or 
Canada listed in the World Health Organization Directory of 
Medical Schools. 



3) Have completed all of the formal requirements of the foreign 
medical school except internship andfor social service. 

4) Have passed either the Foreign Medical Graduate Examination in 
the Medical Sciences, Parts I and I1 of the examination of the 
National Board of Medicine Examiners, or Steps 1 and 2 of the 
United States Medical Licensing Examination (USMLE). 

Selection 

Each residency program shall establish a process for selection of 
residents that is compatible with the following institutional 
requirements: 

1. Applicants that meet the eligibility requirements will be considered 
on the basis of their preparedness, ability, aptitude, academic 
credentials, communication skills, and personal qualities such as 
motivation and integrity. 

2. The selection process will not consider gender, race, color, national 
origin, disability, or veteran status. 

3. All applicants for PGY-1 positions are selected through the National 
Resident Matching Program (NRMP). 

4. Applicants for programs that begin in the PGY-2 year or more 
advanced years for subspecialties should be selected through the 
NRMP or another appropriate organized matching program, if 
available. 

Enrollment of Noneligibles 
Residency programs will not enroll non-eligible physicians. 

Number of Residents 
The RRC will approve the number of residents enrolled in a program 
based upon the adequacy of resources for resident education including 
space, number of patients, and intensity of cases, quality and volume 
of patients and related clinical material available for education, 
faculty-resident ratio, institutional funding, and the quality of faculty 
teaching. 

Resident Transfer 
To determine the appropriate level of education for a resident who is 
transferring from another residency program, the program director 
receives written verification of the previous educational experiences 
and a statement regarding the performance evaluation of the 
transferring resident, including an assessment of proficiency in the six 



(6) areas of competency, prior to acceptance to the program. A 
program director is required to provide verification of residency 
education for any residents who may leave the program prior to 
completion of their education. 

Appointment of Fellows and Other Students 
The appointment of fellows and other specialty residents or students 
will not dilute or detract fiom the educational opportunities of the 
regularly appointed specialty residents. 

Duration of Appointment: 
All resident and fellow appointments are one year in length. 

Conditions for Reappointment: 
Resident and fellow appointments are renewable annually on the 
recommendation of the Program Director and with the notification of 
the Associate Dean for Graduate medical Education. A decision not to 
reappoint will be based on the resident's performance, evaluations, and 
his~her ability to work and learn effectively within the residency 
program, as per the program's written policies. 

Non-Renewal of Contract: 
Programs must provide their residents with a written notice of intent 
not to renew a resident's contract no later than four months prior to the 
end of the resident's current contract. However, if the primary 
reason(s) for the non-renewal occur within the four-month" prior to 
the end of the contract, programs must provide their residents with as 
much written notice of the intent not to renew the contract as possible 
to allow the resident to implement the University Policy on Resident 
Grievance and Appeal Procedure. 

Appointment 
The Office of Graduated Medical Education and Department of 
Human Resources verify eligibility for appointment after the selection 
process. 
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